Performance and accuracy of an immunodiagnostic antigen detection test in diagnosing Plasmodium falciparum among Yemeni patients
To the Editor: I read with interest the paper of Dr. A. A. Azazy, "Performance and accuracy of an immunodiagnostic test in diagnosing Plasmodium falci parum among Yemeni patients" in the January-February 2004 issue (page 50). I have two issues:
1. As the sensitivity is 94%, and means are not made for light micro scopic examination to detect malig nant malaria, don' t you risk to kill 6% of patients if you don't mention that the dipstick rapid test OptiMAL cannot detect all cases and that it is up to the doctor to use his clinical judgment?
2. Malaria is prevalent in poor counties and these sophisticated methods are generally expensive.
I agree with the author that "fur ther investigation to evaluate the test in a large population and in various endemic areas is still needed."
Khalil Shihab, MD, DTM&Hm MPH Previous Malaria Director Baghdad, Iraq
Partial recovery of the vi sual field scotoma upon early retinal photocoagulation and the medical therapy in a pre eclamptic patient To the Editor: Preeclampsia is a major cause of maternal and perinatal mor bidity and mortality. It still accounts for 200 000 maternal deaths world wide per year.1 We report a case of pre eclampsia with branch retinal vein oc clusion with corresponding visual field scotoma which partially recovered with the early laser photocoagulation. To the best of our knowledge, the present case is the first to report the combination of these findings.
A 37-year-old, gravida 3 para 2, 31-week pregnant woman admitted to the emergency room with the complaint of headache, epigastric-right upper quad rant abdominal pain and vomiting. She had persistently high systolic and diastolic blood pressures. On physical examination, significant edema was de tected in her legs over the tibia. She had no history of systemic or ocular disease, operation or trauma. She was hospital ized with the diagnosis of preeclamp sia. Antihypertensive therapy with methyldopa 250 mg po bid was started. Maintenance of strict fluid balance, selective haemodynamic monitoring, and selective plasma volume expansion with close maternal and fetal moni toring were provided. In the second week, she complained of acute visual disturbances such as blurred vision and a visual acuity loss in her left eye. Her ophthalmological consultation revealed that she had a best-corrected visual acu ity of 20/200 and 20/20 with normal color vision tests, in the left and right eyes, respectively. Both eyes revealed normal anterior segment findings with no rubeosis iridis. Fundus examina tion revealed segmental intraretinal hemorrhage, dilated and the tortous retinal veins in both eyes. Moreover, the left eye had retinal neovascularisations (1/2 disc diameter) in the upper temporal sector with slight macular edema consistent with the diagnosis of the upper temporal retinal vein oc clusion. Intraocular pressure readings were both found to be within normal limits. Ortoptic examination of the eyes revealed no deviation. Refractive values of the both eyes were " -0,25 D". There were no anisocoria. Visual field tests performed with Humphrey Field Analyzer II using central 30-2, SITA Standard strategy showed a nor mal test in the right eye while absolute scotoma in the lower nasal quadrant in the left eye was noted. She refused fundus flourescein angiography and we informed her of the possible risks to the fetus. She consulted with an internist for a probable underlying coagulopathy and vasculopathy, namely lupus erythe matosus. Overall, she was diagnosed as preeclampsic.
After obtaining written informed consent, scatter retinal photocoagula tion was applied in the upper temporal region of the left fundus using 250 argon green laser bursts with a spot diameter of 500 micron, and with a duration of 0.1 seconds. We analysed her visual field testings three days and one week after the laser therapy. There was an apparent partial improvement in the scotoma region with an increase in the mean sensitivity and a decrease in the mean deviation of the visual field by the end of the first week. All of the vi sual field tests, before and after the laser treatment, were reliable Visual acuity of the left eye improved to 40/200 at the first week examination, with no further improvement at the first month exami nation.
A variety of occlusive vascular dis orders may occur during pregnancy. These disorders include a Purtscher-like retinopathy, or ocular changes associ ated with disseminated intravascular coagulation, thrombotic thrombocy topenic purpura, and amniotic fluid embolism.2 The most common retinal abnormality seen in preeclampsia is focal arteriolar spasm and narrowing. 3 In the second week of admission, she devoloped acute branch retinal vein occlusion. Following retinal laser pho tocoagulation treatment, which was performed on the same day of the diag noses, she was found to partially recover the absolute scotoma seen in comput erised visual field analysis. Apaydin et al showed that mean sensitivity of the central visual field has improved signifi cantly 3 months after panretinal laser photocoagulation treatment. 4 Akar et al found that significant changes seen in optic rim parameters has lasted more than 4 months after laser therapy. 5 Palacz and Sylwestrzak showed that early laser photocoagulation treatment is beneficial in the treatment of the reti nal vein thrombosis and besides that, pharmacological treatment coupled with laser photocoagulation gives much better results than the pharmacotherapy alone.6 On the other hand, it is a wellknown fact that there is a learning curve with automated perimetry.7 The improvement noted in our case could be due to the improvement in the performance of the test. Preeclampsia, as involving multiple organ systems, still remains an important cause of perinatal and maternal mortality and morbidity in all countries of the world.8 It should be screened through multi disciplinary approach. It seems crucial to have comprehensive baseline dilated eye examination before conception and regular follow up ophthalmologic ex aminations during pregnancy.
Subdural hematoma following obstetric analgesia, causal or coincidence?
To the Editor: Epidural analgesia is an effective technique to relieve pain during labor.1 Intracranial subdural hematoma (ISH) can present as a rare neurological complication associ ated with epidural analgesia following dural puncture. 2 5 We describe an intracranial subdural hematoma fol lowing the epidural injection with no dural perforation in a patient under going vaginal delivery. A 25-year-old pregnant woman was admitted to the hospital for delivery. She was primiparous, at 39-weeks gestation, with an uneventful pregnancy course and a normal hematologic screen. There was no significant history of illness. After she provided informed consent and with her approval, an epidural needle was inserted at L3-L4. There were no complications during the administration of the epidural cath eter. After the test dose of 2 mL 2% lidocaine, 5 mL 0.5 % bupivacaine plus 5 mL normal saline were admin istered initially and as a top-up dose in 90 minutes. Following injections the patient was hemodynamically stable based on arterial blood pressures and heart rates. During delivery, 2.5 mL of 0.5% bupivacaine and an equal volume of normal saline were injected epidurally. The patient had adequate motor power and the second stage of labor lasted 30 minutes. The first and fifth minute Apgar scores of the new born were 8 and 10, respectively. The patient was discharged on the postpar tum day. One week after the delivery, the patient was admitted to the hos pital with recurrent paresthesia in her right arm (7 to 8 times/day) lasting for 10 to 15 minutes. Her history elicited pain, which was spreading from right wrist to the forearm and occasionally to the face, beginning two days after the delivery. She had temporary, inter mittent lethargy and frontal bilateral headache that was postural in nature, exacerbated with leaning forward and decreased with the horizontal position. On physical examination, she had no abnormal findings except superficial hypoalgesia in her right forearm. Laboratory investigations showed only a high erythrocyte sedimentation rate. Vertebral artery and carotid colored Doppler blood flow measures and heart functions with echocardiography were all in normal ranges. Computerized brain tomography of the skull showed sulcal effacement in the left parietal region, isodense subdural hematoma in the supratentorial region and dis placement in grey substance-Luschke interphase. Subdural hematoma in the left parietal region was confirmed with magnetic resonance imaging. She had been hospitalized and medically treated for cerebral contusion six years earlier because of head trauma. She also had suffered from occasional headaches. She was medically discharged on the seventh day without neurologic com plication. Contrasted computerized tomography performed 3 weeks later showed that the hematoma was com pletely resolved.
Epidural blocks are widely used in obstetrics for the pain relief of labor and delivery.1, 2 After accidental dural puncture the late neurologic complications such as epidural or subdural hematoma, subdural cyst, arachnoiditis, subdural hygroma were reported.3,5,6 Besides dural injury and coagulation defects, preeclampsia, or large volume (=25-30ml) and rapid injection of a solution into the epi dural space may lead also increases intracerebral hemoragia risk.5, 6 In our case, etiological factors such as preeclampsia, coagulation abnormali ties, and dural injury were excluded and less than 20 mL volume was administered very slowly for epidu ral analgesia.7'9 The history of head trauma may be an etiological factor for subdural hematoma. It was also suggested that the pressure changes during vaginal delivery might increase the risk of subdural hematoma.10 The alternative diagnosis was spontaneous tear of intracranial blood vessels weak ened by past head injury and caused by the valsalva maneuver during the second stage of labor. A previous his tory of head injury should be inquired in a patient with headaches following epidural anesthesia.
In conclusion we suggest that at tacks of paresthesia in the upper body following epidural anesthesia even without any dural injury should be a reminder of intracerebral subdural he matoma which may be life threatening if not properly treated. 
